and the other 3½12 months old-with fulminant hepatitis whose mothers had similar hepatitis B virus markers to those of the mothers in Beath and colleagues' report died within 36 hours despite intensive medical support.
Both of the patients were positive for hepatitis B surface antigen (HBsAg) , antibody to hepatitis B core antigen (anti-HBc; IgM) , and hepatitis B e antigen (HBeAg) and negative for antibody to HBsAg (anti-HBs), anti-HBc (IgG), and anti-HBe. The mothers were positive for HBsAg, anti-HBc (IgG), and anti-HBe and negative for anti-HBs, anti-HBc (IgM) , and HBeAg.
Our cases together with those reported by Beath and colleagues support the possibility of fulminant hepatitis occurring in infants born to hepatitis B carrier mothers positive for anti-HBe.24 These infants' susceptibility to fulminant hepatitis is not clear, although negativity for HBeAg is associated with low infectivity. Recently, two reports have shown a point mutation on the pre-core region of hepatitis B virus and have suggested that, in the absence of HBeAg, cytotoxic T cells attack HBcAg on hepatocytes, causing fulminant hepatitis.5 6 We agree with Beath and colleagues that all babies born to mothers carrying HBsAg should be vaccinated, and we believe that further research on these patients will help to explain the pathogenesis of fulminant hepatitis. In an effort to reduce hypercalcaemia in selected patients with continuous ambulatory peritoneal dialysis without resorting to use of aluminium containing phosphate binders we have used peritoneal dialysis solution containing a lower calcium concentration (1-25 mmol/l v the standard 1F62 mmol/l). In eight patients treated in this way for three months the serum calcium concentrations tended to fall (mean (SD) 1-43 (0 1) v 1-39 (0 04) mmol/l), although this did not achieve significance (p=0-2; figure) . Calcium containing phosphate binders (calcium carbonate) had to be reduced or stopped in five patients. It is to be hoped that the imminent introduction of calcium acetate may help alleviate the problem of hypercalcaemia related to phosphate control as this agent is less well absorbed3 and has greater phosphate binding ability than calcium carbonate. I agree entirely that serum calcium concentrations should be monitored closely in renal failure but was surprised to note that corrected calcium rather than ionised calcium concentration was being used. In our study as many as 5% of cases of hypercalcaemia would have been missed if we had relied on the formula used by Greaves and colleagues. I suggest that the ionised calcium concentration should be used to monitor patients with renal failure, particularly when intervention with calcium raising agents (such as 1,25-dihydroxycholecalciferol) is being considered. EDITOR,-I Greaves and colleagues' paper' highlights the dramatic increase in the incidence of hypercalcaemia among patients with renal disease (to 63% of all cases of hypercalcaemia) in one hospital over the past 10 years.2 We believe, however, that this increase principally reflects the specialist nature of the hospital surveyed. Queen Elizabeth Hospital, Birmingham, is a major tertiary referral centre; it has large renal dialysis and transplantation units and also specialist radiotherapy and liver transplantation units but lacks an accident and emergency unit or outpatient clinics in general medicine and surgery. This point is made in the original report by Fisken et al in 19802 but omitted by Greaves and colleagues.
Our recently published survey of the causes of hypercalcaemia was based on Selly Oak Hospital, a typical district general hospital less than 3-2 km from the Queen Elizabeth Hospital.3 Of 121 consecutive patients with hypercalcaemia studied, six had a serum creatinine concentration greater than 250 [tmol/l; two had haematological malignancies and three had multiorgan failure. Primary hyperparathyroidism was the cause of hypercalcaemia in 63 (52%) patients; in 38 cases this diagnosis was made during our study. In comparison, Greaves and colleagues report only nine (5-5%) patients with hyperparathyroidism, all of whom had been admitted for elective parathyroidectomy. At Selly Oak Hospital the serum calcium concentration is measured routinely as part of a biochemical profile; the practice of discretionary testing at Queen Elizabeth Hospital may lead to failure to identify patients with asymptomatic hypercalcaemia.
Despite the difference in hospital setting between the two studies we have found it useful to compare the data obtained. The combined incidence of malignancy associated hypercalcaemia and hyperparathyroidism in the series of Greaves and colleagues was 3-4 patients/week, similar to our finding of 3 -5 patients/week. The overall incidence ofhypercalcaemia found by Greaves and colleagues was roughly three times that found by us (12-5 v 3-8 patients/week), the difference being entirely due to hypercalcaemia in patients with renal disease. This gives additional support to Greaves and colleagues' conclusion that hypercalcaemia has become an important complication of renal failure and transplantation and their management. Breast feeding in developing countries EDITOR,-Jose C Martines and colleagues give some of the reasons why many breast feeding mothers in developing countries supplement their milk with water or teas from the first week of life.' Another important reason is the belief that such fluids have "inner cleansing" effects on their babies. In some societies and cultures the baby's first drink is plain water. This may be a few teaspoonfuls or even finger tip quantities in drops. This initial drink is a symbol of welcoming the baby. Subsequently plain water or sugar and water are fed to the baby while the colostrum is discarded as unclean; breast feeding is started when the milk becomes clearer after a few days.23
Water and teas are not regarded as supplements to breast milk in the real sense, being given at the beginning of the feed, between feeds, or at the end of the feed. This practice has stood the test of time, and it will not be easy for health professionals to persuade mothers against it. As one of the main reasons for discouraging the practice is diarrhoea in the babies due to dirty water, perhaps the emphasis should be on the importance of giving clean water to infants. Surely all pregnant women should be informed how and why they should breast feed. They should be taught that the inside of the baby is not dirty and that the passage of meconium is normal. If health professionals persuade rather than effectively educate these mothers not to give water to their babies the mothers might resort to other methods of cleaning the baby's inside with enemas, suppositories, and purges, which could be more dangerous.4
